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An annuat recertification survey and complaint
irvestigation #26610 and #27122 were completed
on November 30 - Decemnber 2, 2010, et Overion
County Nursing Home. No deficiancies were oited
related to comiplaint investigation #26610 under
40 OFR PART 482, Requirements for Long Term
Gare. Deficencies were gited retated o
complaint investigation W27122.

F 280 | 488,20(d)(3), 483.10(k}(2) RIGHT TO £ 280
as=p | PARTICIPATE PLANNING CARE-REVISE CP .

The resident has the right, unless edjudged
incompatent or atherwise found fo be
inompachated under the laws of the Stete, o
participate in planning care and freatment or
changes in cara and treatmant.

A comprehensive cara plan must be fevaloped
within 7 days after the complafion of the
comprehensive assessment; preparad by an,
interdisciptinary team, that Includes the attending
physiclan, a registered nurse with rasponsibility
for the resident, and ather appropriate statf in
diaciplines as determined by the resident's neede,
and, to the extent practicable, the participation of
the resident, the residents family or the residents
legal representative; and perlodically reviewed
and revised by & feam of quafified persons after
each asssssment, . .

This REQUIREMENT i not met as evidenced

by

Based on medical racord review and interview the
facliity failed to updata the care plan to reflect
/j changes In resident care for three rasidents (#6,

6 Wm& SIGNATURE THLE %G AT
) ~ Inipistad 19- 1620

ﬁd oﬁ/ statemnerit ending witl an astorisk [7) denctes a deficioncy whleh the institullon mary #a exoused fram comecting providing it is detnminad that
the
fo

aquards provide sifficiant prataction to tho patlents. (Soe instructions,) Excant far nursing homas, 1he findings ataled shova dre disclosshie 80 daya
ihe data of survey whether of not A plan of corraction is pravided, For nursing homas, the shove fineknps and plans of eafrection are disclosable 14
daie followln dth; dalz these docyments are mada avaiiabie to the fachlly. ' doficiencizs Ara clted, an apptoved pian of correction le roquisiie lo continued
program paniclp jon. . -
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F 280 | Continued From page 1 r 20| Changes in resident care was
#26, #8) of twanty-six residents raviawad, immediately updated for all
i _ three residents to their care
The findings included: plans reflecting the need for
‘ ' isolation precautions and/or
Resident #5 waa admitted t-:é e u;ﬂcﬂlw on , be any specific precautions
Novernber 5, 2010, and readmitted on Movember :
23, 2010, with diagnoses including Respiratory tTOhObl\s/f];vSe for ﬂ}; residents.
Eailure, Deep Verious Thrombosis, Aloohol 3 co-ordinator
Abuse, Supraventricular Tachycardia, Hepatitio B, received physician orders
and Failure fo Thrive, and updated care plans
Observatian of the residert's foom during the ) for residents #6, #26, and #8.
initial tour on November 30, 2010, at 10:00 a.m., ¢ .
revealed & red biohazard bag in the frash ean and The facility procedure has
a g:iohazard b?g_lgi the linen haltrr:’per. Cunﬁnutid been updated to include
ohservation of the room revealed no sigrage | . i -
indicate the resident ias on isolation, obtaining physician orders
P for contact isolation and
Further medin?l recor:e:iview reveate noreﬁe updating the care plans to
nursing care plan prasent In the record to refiect | e ; ;
the resident's naed for isalation presaution or reflect t'he neelci};f f:; isolation
specific precautions to be observed with resident precautions witll the
care, residents. This policy was
Interview with Ih Divactor of Nussing (DON) placed into facility use on
nteriew 2 LB an P .
December 2, 2010, at 8:30 a.m., in the DON's 1 2,’8!20_10. Staff was in-serviced
office, revealed the resident was on contact and policy manual updated on 12/8/2010
isclation for Hepatitia B and confirmed thera was 12/8/2010. _
na care plan in the recard and no dooumentation
of the need far contact isolatlon precautions.
Resident #26 was admitted to the facility on
Nowvember 4, 2010, with diagneses including
Congestive Heart Faiture, Coronary Arfery
Disease, Coronary Artery Bypass Graft, Disbetes
Mallitus, Hypertension, Gestroesaphagaal Reflux
Disease, and Traneient ischemic Attack.
FORM CMS-258T(02-00) Previous Varsions Qlssolete Faciliy [D; THET02 If continuation shéet Page 2 of 14
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F 280 | Conginued From page 2

Medical recard review of a nursing note dated
November 21, 2010 at 4:00 p.m., revealed
mpound care dene to posterior thigh, Dark red,
purple &raa approx (approximately} 10 em
{centimeters) ¥ 10 em. Has area in center 2.5 cm
x 2.5 cm with 2 pinpoint open areas with thick
yellow dreinage.” Further medical record review
of a nursing note dated November 23, 2010, at
#:50 a.m., revealed "..wound culture of resident
receivad with MRSA (Methicilin Resistant
Staphylococous Aureus) in wound.”

Observation of the resident's room during initial
tour on Novethber 30, 20110, at 1G:15 a.m.,
revasied no sign on tha door indicating the
reskient was on contact isolation.

/
Medical record review revealed no nursing eare
plan in the record ta raflect the resident's need for
isolation pracautions or specific pracautions to be
observad with dresaing changes.

Interview with the PON an Decamber 2, 2010, at
:30 a.m., in the DON's office, confirmed the
resident was on contact isolation for MRSA and
thers was no nursing care plan i the record of

J dacumentatitin of the need for contact isclation
precautions.

Resident #8 was admitted to the facility on August
2, 2010, with dlagrioses including Cervical Spinal
Stenosis, Hypertensian, and Cerabral Vaacular
Accident, '

Medical recard review of the Fall Risk
Asoesement dated August 2, 2010, ravealed the

£ »a| The Director of Nursing and

Quality Assurance Nurse will
monitor infections through the
infection monitor sheet and
charge nurses have been
in-serviced to notify the QA.
nurse when any new infection
arises that is communicable.
This will ensure that

all infection control measures
are in place.

Tracking of facility infections
will continue with the Director
of Nursing and the QA meeting
will discuss the adherence 10
new procedure for contact
isolation precautions for the
quality assurance program in
facility. The facility will include
Infection Contro) in the Safety
In-Services and meetings.

CDC guidelines state that the
<combination of infection control
and a safety campaign is more
effective in retention of proper
technique and procedure for
contact isolation then addressing
it singularly’ with blood borne
pathogen instruction or infection

r

resident at risk far fals. control instruction. (CDC
' gujdelines 1.D.2.a. for Long Term.  {12/8/2010
Medical I‘EGOI'd roview of the Assisted Transfar Care Facilities) J
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F 280 { Continued From page 3 F 280

Policy revealed "...H the resident cannat stand
alone, two persans (one on esch side) should
assist the resident to stand using a gatt belt, and
turn the rasident and sit hirvher in the chair..*

Medleal record review of the Care Plan dated
August 11, 2010, revealed no documentation
addrassing the use of a gait beit with transfers.

Interview with MIDS/Cara Plan Coordinator, on
December 2, 20110, at 1:15 p.m., in the MDS!Care
Plan Coordinator's office, confirmed the care plan
had not baen revised fo refizct the use of 2 pait
. Tegg(:?;ﬁgé'w AGCIDENT . Resident # & care plan was

323 E 323| jmmediately updated to reflect
58=D HAZARDS!SUPERWSIDNIDEVICEB the use o f gait belt with transfers

The facility must ensure that the resident with the resident.

anvironiment remngins as frea of accident hazards .

23 is possible; and each resident recelves ' _ard] :
adequate supervision and assistance devices o The MDS co ordmat:cvr will
prevent accidents. update care plans to include the

need for assistive devices with
residents per our facility policy.

This REQUIREMENT is not met s evidenced The QA nutse will monitor this

g‘g adl dical tocil iy pol using an audit of a selection of
sad on medical record review, facility poftcy : : :

raview, and interview, the facliity failad to cha_rts_ with rt?mden’?hl'lsm'gl N
implement a transfer device for one resident (#8) agsistive devices. Tis will be
of hwenty-six residents reviewed. done monthly and the QA nurse
will give direct feedback to the

The findings included: MDS coordinaior on any

Residant #8 was admitted fo the facilify on August deficiencies found in the cate
2, 2010, with diagnoses including Cervical Spinal plan. Quarterly findings will
Stenosts, Hypertension, and Cerabral Vascular , be reported to the QA
Accident. committee.
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F 323 | Continued From page 4 F 323
Medical record review of the Minimumn Data Set Nursing staff was in-serviced
(MDS) dated August 5, 2010, revegied the 1 DrOpet use of ga.it belts
resident had impalred shortfiong term memary, on propet. ;
total dependence for ambulation, and required and assistive devices.
two pius persons assist far fransfars. The QA nurse and Director
Medical record review of 2 Fall Risk Assessmant of Musing “{{‘“ p?‘:"?;ff
dated August 2, 2010, revealed the resident &t weekly checks Wit §
fisk for falls, to observe for gait belts and
sistive devices,
Madical record revlew of the Assisted Tranefer se Of aSSIo e ot Wil
Poticy revealed *...If the resident eannct stand necessary Cott
alona, two persona {one an each side) should be made and the QA. nuxse
assist the rg:idmtto stan_d using agait be!t. and will report findings to the
umn the resident and sit himMer in the chair...” quality assurance comrities, 12/8/2010
Medical record review of 2 Nurse's Notes dated
September 27, 2010, revealed "...Resident falled
to bear waight et (and) assisted to floor during
transfer from shower chalr to wheelchair..,”
Continued medical record review revealed no
documantation that a gait belt had been used for
the transfer.
Interview with Licensed Practical Nurse #4, an
Pecerber 4, 2010, at 10:50 a.m,, in the nurse’s
office confirmed the facility failed to {ollow the
Assisted Transfer Policy and 2 gait beit had not
hean used to assist with a trahsfer on September
27, 2010. .
E 441 | 482,85 INFECTION CONTROL, PREVENT F 441
ss=2 | SPREAD, LINENS
The facliity must establish and maintain an
Irfection Control Program designed to provide a
safe, sanitary and cotifortable environment and
to help prevent the development and frangmission
of digease and infediun.
EORM MI-EIET(02:-98) Provious Verzions Obniite Evanl fi: OHO211 Faciily 10: TNE702 If mntmugﬁon sheet Page 5of JE
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F 441 | Continued From page 5 F 441

(a) Infaction Control Program

The facillty rmust establish an Infaction Comrol
Program under which i -

(1) Investigates, controls, and prevents infections
in the fachity; ) : .
{2) Decides what procedures, such as isolation,
shoyld ba applied ¢ an individual resident; and
(3) Maintalns a record of incidents and corrective
actions related to infections.

(b) Praventing Spresd of Infection

(1) When the Infaction Confrol Program
datermines that a resident needs isolation to
provert ho spread of infection, the facility must
isolate the rasldent,

(2) The facllity must prohibit employees with a
communicable disease of Infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facillty must reduire staff to wash their
hands after each direct resident contact for which
and ‘washing is indicated by accepted
professional practice.

(c) Linens

Personnel must handie, stora, process and
transport linens so as fo prevent the spread of
(nfaction, '

Thie REQUIREMENT is not met a2 evidenced

by

Based on medical record review, review of faciity
policy, oksarvation, and intarview, the faciiity
failed to mplement infaction control praciices fa
pravent the apraad-of infection for six (46, #8,
#96, #10, #43, #25) of twenty-six residents

FORM CMS2567(02:¢9) Pravious Vessions Otrnlete Evant $D:0H021{ Faaitiy (D2 TNET02 It continuation sheet Page B of 14



The findings included:

Rasident #6 was admitted to the facliity on
Naovember 5, 2010, and readmitied on Novembar
23, 2010, with diagnoses including Respiratory
Failure, Deep Vensus Thrombasis, Alcohol
Abuse, Supraventricular Tachycardla, Hepatite B,
and Fajlure to Thrive.

Obeervation of the residents raom during initial
rour on Novamber 30, 2016, at 10:00am.,
revealed a rad bichazard bag {used for Infectious
waste) in the frash can and a
blohazard/iodagradable tag in the linsh hamper.
Gentinued abservation of tha room revealed no
signage to indicate the resident was on isolation.
Further cbeatvation of the room revealed 1o
evidetice of personal protective equipment
(gowns, masks) other than disposable gloves,

Medicat recand review revealied no docurmantatian
the resldent was on isolation.

Review of facility policy |solation Techniques
revanied "lsolation signs should be placed on the
door of raoms where residents receive isolation
precautions. The gign should Inform ViSitOLs, Do
Hot Enter Room - Repoft o the Nurse's Station
for instructions.” Further review of the poficy
revealed "Contact lsotation is designed to prevent
iranswrilssizn of highty trensmissibie or
epidemiologically important infections...Al
dis=ases ar conditions included In thia catagory
are spread primarily by close of direct contact.
Thus mask, gawn, and gloves are recommended
for anyane in direet contact with any resident who
has an infection that Is included in this category.”

Primary care pliysician for
resident # 6 was contacted and
| order written for contact
isolation. Sign was placed outside
of resident’s room immediately
with additional signs available
to nursing staff in all crash carts
in facility. Mask, gowns, and
gloves were placed outside of
resident’s room on a table.
Disposable bags and Biohazard
bags were placed on table outside
of resident’s room.

resident’s room. Antiseptic solution
and disposable gloves were placed
in resident’s room.

The MDS coordinator updated the
plan of care to reflect the necessity
lof isolation precautions for the
resident.

12/99/2016 B9:32 8685945779 HEALTH CARE FRAGILITY e o
BEPARTMENT OF HEALTH AND H. W SERVICES FQRM‘ APPROVED
__CE R5 FO DICARE & MEDICAID SERVICES (9] 0.0 ag
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TAG . REGULATORY OR LBC IDENTIFYING INFORMATION) TAG CROSS-REFEREHCED T0 THE AFFROPRIATE PATG
DEFIGIENCY)
F 441 | Continued From pege 8 F 441
reviewed,

Non-vital equipment was placed in the
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DERCIENGY)
F 441 | Gontinued From page 7 F 441

Intorview with the DON (Director of Nursing) on
December 2, 2010, at 900 am., jn the DON's
office, conflrmed the resident was an cortact
isolation pracautions for Hepelitis B and there
was no sign on the resident's door indicating the
rasldent was on isolation, Gontinued interview
with the DON revealed gloves and masks werd
avaiiable at the nurses' station and gowns wera
avallable n central supply, but were net routinely
stocked in the resident's reom,

Rasident #18 was admitted to the facility on May
ap, 2003, and readmitted an Juna 27, 2009, with
diagnoses including Myelodysplastic anamia,
Coronary Artery Disease, (3asiroesophageal
Refin Disease, and Neurngenic Bladder.

Madicat record review of a physician's nate dated
August 9, 2010, revealed *Cagiff (Cloatridium
Difficile) with coplous watery, fiquid, brawn
diarrhea” Continued redical record review of 2
physician's note dated Septomber 14, 2010,
revealed “C-diff culture positive.”

Further medics) record review ravealed no
docurnentation the resident was plasad oh
contact isolation pracautions.

Intetview with the DON on Decenber 2, 2010, at
9:30 a.m., In the DON's office, sonfirmed the
resldent was placed on contact jeolation
precautions far C-diff in stook.

Intetview with the Woungd Care Goordinator an
December 2, 2010, at 12:40 p.m., in the
coiferance room, confirmed thefe was no
decurnentation in the medical recard to reflect the
resident was placed on isolation precautions or

Resident #18 was not placed

on jsolation precautions again
secondary to follow up lab work
stating negative culture for C-diff
on 9/12/2010.

Nursing staff was in-serviced on
the updated nursing procedure

for contact isolation. Procedure
gtates that the charge nurse

obtain a physician order for contact
isolation and must document this
order for necessity of isolation
precautions.
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F 441 | Continued From page & F 441
the type of pracautions.
Resident #28 was admitted to the facifity on
Noyember 4, 2010, with diagnoses including
Congestive Heart Failure, Coronary Artery
Disease, Cotonary Artery Bypass QGraft, Riabates
Mefitus, Hyperignsion, Gastroesophageal Raflux
Diseasa, and Transient Ischemic Attack.
Medical record review of a nursing note dated . o
Novernber 21, 2010 &t 4:00 p.m., revealed Primary care physicjan for
\ound care done to posterior thigh. Dark red, resident # 26 was contacted and
purple area approx (approximately) 10 em order written for contact
(centimeters) x 10 cm. Has area ih center 2,5 em . . . ¢ .
% 2.5 cm with 2 pinpoint open areas with thick isolation. Sign was placed outside
yellow drainage,” Frirther medical record review of resident’s room immediately
gfsacn;lrﬁfng r‘:oﬁei ﬁad Nwzmb;ll'l '_23. ?01Qaatt with additional signs available
'50 &.m., revealed °., wound culture pf residan : :
recaivad with MRSA (Mathiciin Resistant to nursing staff in all crash carts
Staphyloooccus Aurelss) in wound.” in facility. Mask, gowns, and
| gloves were placed outside of
gﬁ?em‘a‘fg‘:‘;ﬁ;ﬁ? Q%Sigg%ﬁ;ﬁg‘ 1“'5”2“9 Tntisd resident’s room o 2 table.
Dl'l 1 : lml H 3 "
ravealed no sign on the door indicating the Disposable bags and Biohazard
resident was on isolation, Continued abservation bags were placed on table outside
muej:ed ared bm% babggln the tmish can and of resident’s room.
a biohazard/biod abla bag in the linen _vital equipment laced in th
hamper. Further obeervation revesled no Nopdwt? equip ;E] was p cel n tie
nal protactive equipment in the roamn othar Les). gnt s room. Antiseptic solution
than disposabla gloves. and disposable gloves were placed
, . in resident’s room.
Review of faclfhty poilcy Isc;Ila% ;‘echmq:es 0
revealed "lsolation signg should be placed on e .
door of reoma whera sasidants reoe?ve solation The MDS coordinator updated the
precautions, The sign should Inform visitors, Do plan of care to reflect the necessity
anOtl Enﬁﬁ;‘:"ﬂ“ - Report fo the Nurse's Staticn of isolation precautions for the
rins s ' resident.
FORM CMS-2667{02-99) Provious Varsiars Cbsolets Event ID:0H0211 Faulty 10 TNETOR 1f continuation eheet Fage 9 of 14
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o 1P SUNMARY STATEMENT OF DEFICIENCIES o PROVIDERS PLAN OF CURRECTION
PR {EAGH REFICIENCY MLST BE PRECEDED HY FULL PREFIX céEAGH CORRECTIVE ACTION SHOULD BE c
TAG . REGCULATORY OR LSC IDENTIFYING INFORMATION) TAG DSS.AEFERENCED TO THE APPROPRIATE DATR
) DEFIGIENCY)
F 441 | Continued From page 9 : £ 441| The Director of Nursing and
Interview mmmme D%%N on fﬁggnember 2, 2010, at . | Quaity Assurance Nurse will
9:00 a.m., in the 's office, confirmed the oo :
resident was on contact sciation due to MRSA monitor infections ﬂm’“ghdthe
and there was no sign on the resident's door infection monitor sheet an
indicating the resident was on isalation, chatge nurses have been ’
in-serviced to notify the QA
nurse when any new infection
Observation on November 30, 2010, at 2:10 p.m,, arises that is communicable.
revaal;ad l..icelpne&ed Practical I;lursi{LPN} # This will ensure that
providing wound care to resident 0. : ;
Observation revealed LPN#1 ramoved a dressing all 1pfectlon control measutes
from & sacral wound, remeoved the gloves and are in place. _ i
washed the hands, Observation ravealed LPN #1 Tracking of tacility infections
appiled twa gloves to each hand and described will continue with the Director
the wound a3 a Stage (V pressure ulcer ¢ Nursing and the QA meetin
measuring 6.0 em. (centimeters) in length and 8.0 ot Nurs) ng and the {. g
om, wide, with a sfight amount of serous will discuss the adherence to
, 4:||'ain:a;}g\e'ré %sewm&ﬁv@;e%? # removed new procedure for contact
one g m {he Hnaq a eaned the : . :
wound with wound cleanser and a gavze pad, isolation precautions for the
Continued observation revealed LEN #1 removed quality assuranice program
one glove from the left hidnd and cleaned the facility. The facility will include
perimeter u;the v}{c:‘lénd wm; gutenddcleanser al:: Infection Control in the Safety
7 gauze pad, applied a madicated ressing to the ; : 12/8/2000
wound bad then apphied & hydracollcid dressing In-Services and meetings. R
i the wound. Observation revealed LPN #1
rermoved tha gioves and without washing the
hands, reapplied gioves and provided
Incantinesice care to the resident after an episade
of fecal incantinence. Gantinued abservation
reveaied LPN #1 changed the gloves without
washing the hende and applied cleans linens to
the resident's bed, then removed the gloves and
washed tha hands,
Review of tha facitiy's policy Hand Washing
revealed "...Hand washing should be performed
betwesn procedures...” J
FORM OMS-2567(02-99) Previous Versiaris Ohsolats Event Jb; OHO211 FaeiRy 1o, TNS702 " conkinuation shest Bage 40 of 14
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FORM ARPROVED

the Direttor of Nursing {DON), in the DON's
office, revealed the hands were ts he washed and
after cleaning a wound prior {0 spplying & clean
drassing.

interview on November 30, 2010, at 3:00 p.m.,
with LPN #41, In the nursing offioe, revanled tha
nands were to be washed gfter providing wound
care and siter providing incontinenae care.
Confinued interview confimmed the hands werg
not washed after cleaning the waund prier o
applying & Clean dreaging, after providing wound
sare prior 1o providing meontnenss care, and
after providing incontinence care prior to placing
clean linens on the resident's bed.

' I
Obsenatian an November 30, 2010, at 11:20
a.m,, during a medieation pass on Wing 3,
revealed LPN #2, with glovad handa, entered the
toom of realdent #13, Further observation
revealed LPN #2 did not wash hands prier o
remaving & bottlo of Negmycin, Palyrridn B,
Hydrocortisone (Cottisporin) Ophthelmic
Suspension tantibictic madicaion for eye
infection) from a plastic beg previously gfored in
the Wing 3 Men's medicaion cart Further
chaervation ravesied LPN #2, with gloved hands,
1eft the resident's bedside to ook Wing 3 Men's
medication car, focated at the entrance of the
recident's roam;, returned to the residont’s
bedside; held the botlle of Neomycin, Polymixin
8, Mydroeortisone (Cortisporin) Ophthaimic

Hand Hygiene.

The facility will continue

following the hand washing
rotocol between procedures

but will allow the use of hand

sanitizer and hand hygiene or

hand washing between

procedures. This policy

was updated and put into

place on the day the

staff was in=serviced o the

new policy.

The QA nurse and/or Directot
Of Nursing will observe

the wound care nurse

perform wound cate as part of
QA rounds on a weekly

basis. Compliance and

proper technique will

be observed according to
facility procedure and policy.
The quality assurance committee
will be informed of findings and
follow up on any cotrections

__CENTE CAID SERVICES OMB.NO, 0938-0301
STATEMENT OF DEFICIENCIES Qi) PROVIDERISUPPLIER/GUA (<2 MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORAECTION IDENTIETCATION NUMBER: - COMPLETED
A BUILIDING
448419 B.WING 1200272010
NAME OF PROVIDER OR SUPPLIER STREET AUDRESS, CITY, STATE, 2P CODE
- 343 BLEREY STREET
OVERTON COUNTY NURSING HOME LVINGSTON, TN 2570
068y 1D STATEMENT DF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION g&
FIX (EACH DEFICIENCY MUST B2 PHBCEDED BY AL PREFTX {EACH QORREOTIVE ACTION SHOULD BE C o
TAG AEGULATORY OR b8G IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE OATE
DEFIGIENCY}
E 441 | Cantinued From e10 £ 441 - .
. Pes The facility policy on Hand
Interview on Decembar 2, 2010, at 8:55 am., with Washing now includes

12/8/2010

suspension in the gloved hands; administerad two or suggestions to meet
drops 0 each eye of resklent #13; removed the compliance.
gloves from hands; and exited the room without
washing hands after administering the eye drops,
FORM CMS-2667102-02) Frivious Versions QUsolet Evant 10 OHI2t1 Fhelity I THO702 \F continuation shect Page 11 of 14
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F 441

Cortinued From page 11

Review of manufacturer's specifications for
Cartisporin Ophihatmic Suspensian revealed
ninformetion for Patlents...ocular products, if
handled improperly, ¢an become contaminzded by
cammen bactera known o cause peular
infestions, Sericus damaga to the eye and
subgequent loss of vision may c2sult from using

contarminated products,.”

Raview of faciity policy Eye OlntmentDrops
Administration revealed ™. PURFOSE To
administer ophihatmis oinfsnent/drops inte and
araund the aye, in a safe and accurate mannes,
STANDARD...3. Explain procadure to resident. 4,
Vyash hands {examination gloves may ba
ﬁpplied)...s. insti medication...15. Weash
ands..."

snterview with LPN #2 on Novamber 30, 2010, at
11:30 a.m., at tha Wing 3 Men's medisation cart
ouitside the room of tesident#13, confirmexd the
harkls were not washad before and after the
administration of eys dnops 10 residant #13 and
gloved hands were contaminated when touching
the plastic storage hag previously located on the
medication cart and when touching the '
medication cart prior to the administration of the
eya drops.

interview with the Director of Nutsing (DON), on
December 1, 2040, &t 1:30 pm., in the DON's
office confirmed hantds are to be waghed pafore
and after administering eya drops io residents per
facility polioy and not contaminated prior to
administering eye drapsa to any resident,

Observation on November 30, 2010, at 317 p.m,,
during a medicetion pass oN Wing 2, revealed
PN #3, with gloved hands, entered the toom of

F 441

FORM ChG-2587(02-9%) Pravious Vorglans Obsoleta
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F 441 | Continued From pege 12

rasident #25. Further observation revealed LPN
#3 did not wash hands prior to removing a bottie
of Dorzalamitie and Timolo! (Cosopt) Ophthalmic
Rolution (medication for glaucama) fram a plastic
storage bag previausly stored in the Wing 2 Lang
Halt ¢art. Further ohservation revealed LPN #3
administered one drop of ophthelmic medicatinn
tn each vye of resident #26, removed the gloves;
and exited the reom without washing hands aiter
the adminictering the eye drops.

3:25 p.m., at the Wing 2 Leng Hall cart lnoated
autside the room of resident #25 confirmed the
rands were not washed before and after the
administration of eye drops to resident #25 and |
gloves were contaminated aftar touching the
plastic medication bag prior t0 administaring the
eye dropa. /

1:30 p.m., in the DON's office gonfirmed hands
ard to be washed before and after administering
eya draps to residents per faciiity policy and not
contaminated pricr fo administering eye dropa 10
any rasident. '

IO #27122
F 514 | 483.75()){1) RES

LE

atandards and praciices that are complete;
ascurately documented; readiy aceessible; and
systematically prganized.

The clinical record must contain syfficient

Interview with LPN #3, an Navamber 30, 2010, at

Interview with the DON, en Becember 1, 2010, at

83D REODRD&COMPLETE!AGCURATEFACCESBIB

The facility must malntsin clinical records on each
ras\dent In accordance with accepted professional

gaq1| Nurses # 1, #2 and #3 were
present for the in-service

on the updated policy and
procedure for hand washing/hand
hygiene. The in-service was .
held with nursing staff and
questions and answets wete
discussed concerning proper
procedure.

The QA nurse will observe
nursing staff during

weekly compliance rounds

ta obscrve if proper procedure
is being followed and staff will
be in-serviced as needed and
te educated as needed.

The Quality Assurance
Comruittee will be informed
of findings of compliance
rounds and follow up on

any corrections or suggestions
FB{4| to meet compliance. 12/8/2010

FORM GMS-2587(02:5) Provious Versiyng Ofgolets Event I, AHO211 Pachity [0 TNG702 If continuation shest Page 130714
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infarmation to idertify the resident, a record of ¢
resident's assassmants; the plan of care and
sarvices provided; the results of any
preadmission screening conducted by the State;
and progress hotes.
This REQUIREMENT |s not met as evidenced
by:
Basad on medical racord seview and interview the
facility failed to maintaln a complete and acourate
olinical racord for one resident (#20) of twenty-six
regidents raviewed,
The findings included: ‘
Resident #20 was admitied to the facility on Resident # 20 physician
Februgry 23, 2008 with disgnoses including orders were updated
Dementia, Psychasis, Benign Prostatic to reflect DNR status.
Hypertrophy, and Atrial Fitrillation. To reflect changes in
Medica) revord raview of the monithly Status of residents the
rgcapinﬂaﬂazr{; orders dated Ncwemgi;.and Facility implements
ecambar 2010 revesled the resident's Code A “change of status”
L} L H
Status as "Full Code” (Resuscitate/CPR). form. This form will
Metiicel recard raview of the resident's POST now include Code
g’g%ﬂg;agz();%ﬁrs far Sc;:ie%e tr?f 'l’:eSidrea'a'na%nt) datedd Status and be passed
, 2010, reven e ent's Code artm i
Status 28 "Do Not Resuscitats (DNR/no CPR)." to departments which
can update this
Interview with the Directer of Nursing on information.
' Deo;mberz. 2014, a:_ 10:30 a.m,, in the Nursing staff was
conference room cenfirmed the resident's - i
medicel record was not updated to refiect the In-serviced on th]s.
resident's curtent code status. procedure, the Social
" . ‘ Services Dirsctor
will write the status on
the change of status
_ Event1D: G211 Fachy 1D: TNS?0R If sontinuation shaet Page 14 of 14




